Comment
The urinary mercury concentrations in these workers indicated appreciable absorption. Our experience shows that the upper 95th percentile for dental workers is 10 nmol/mmol creatinine (20 /g) and for industrial workers 70 nmol/mmol (140 lg/g). Concentrations in excess of 120 nmol/ mmol (240 pgg) are considered to be potentially dangerous. 4 Sphygmomanometer workers handle fairly small amounts of mercury; there are 64-85 g in one instrument. Their exposure, however, is more direct than that of many other workers, and they are much less aware of the risks.
The working conditions in the premises fall short of those recommended,' and two premises were so bad that the factory inspectorate prohibited work until the deficiencies had been remedied. At all the premises the workers' urinary mercury concentrations fell once the advice ofthe factory inspectorate had been acted on.
At a cautious estimate there are probably 10 000 sphygmomanometers in Scotland. Unless they are serviced in a controlled working environment then those doing this work may be at risk. The hazard could be abolished ifdigital or aneroid sphygmomanometers were used instead. [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] were instructed to blow three times into a standard Wright peak flow meter and three times through the whistle. The peak flow meter was used first so that the whistle could be preset to a point where theehild would be likely to sound it. The values obtained with the whistle and the peak flow meter were compared in 54 of the children, who produced a consistent peak flow-that is, less than l10%/ variation in peak flow measured with the peak flow meter. The midpoint of the whistle's highest range of readings and the highest readings obtained with the Wright peak flow meter were compared by analysing the difference in peakc flow and the average peak flow obtained with the two devices.' The figure shows that the maximum peakflow recorded with the whistle was on average 30 1/min less than that observed with the peak flow meter and the variation about the mean was stable over a wide range of peak expiratory flow rates. The mean (SD) peak expiratory flow rate recorded with the peak flow meter for each subgroup of children making the whistle sound at different holes was: Comment Subjective perception of asthma varies, and many patients with asthma cannot detect deterioration in their lung function; thus measurement ofpeak flow is desirable because it is an objective method of monitoring control of asthma.2 This is particularly important when patients are given home nebulisers for the administration ofB2 agonists.3 Minimum peak flow values can also be used to indicate when medical advice or admission to hospital should be sought. Despite this only a small proportion of patients with asthma have had their lung function measured. 4 Our results show that the peak flow whistle performs similarly to the Wright peak flow meter. The mean readings obtained with the peak flow meter for each whistle hole were within 5-30 I/min of the midpoint of nominal values for the adjacent holes. The whistle underestimated by 30 I/min on average the value that was obtained with the peak flow meter. We found that in contrast to a similar device used in the past, the whistle can produce a clear whistle at least up to 420 l/min.5 Additionally, getting the child to suck rather than blow through the device was useful in instructing him in the use of dry powder inhalers.
The peak flow whistle is a cheap, effective device. Its low cost (less than one seventh ofthat ofconventional mini peak flow meters) should enable self monitoring of patients with asthma to be greatly extended.
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